Patient, J. H. M., male, aged 25, with bilateral chronic suppurative otitis media since childhood, complained that three days previously he had had an attack of giddiness during which he fell over. December 24.-Left hospital with condition undiagnosed. February 11, 1930.-Readmitted, complaining of attacks of headache, giddiness and vomiting, of three weeks' duration. Thick yellow discharge from both ears. February 26.-Abscess of right temporo-sphenoidal lobe now suspected, though the localizing signs were by no means clear. Operation decided upon. March 3.-Operation by Mr. R. L.
Galloway, and 11 oz. of thick, gelatinous pus was evacuated. Cleansing of tbh cavity was effected as before by means of the Carrel tube method. Patient now made an uninterrupted recovery.
August 14.-Right radical mastoidectomy. No macroscopical evidence of the path of infection to the brain could be seen.
November 27.-Patient remains well. The right ear cavity has not completely epidermized, and there is a slight discharge.
DiscU88ion.-Mr. H. V. FORSTER said that in the drainage of brain abscess by the conservative method he used the finest rubber catheter at the first insertion and he had become enthusiastic about this method, as he had had a series of five consecutive cases which recovered after that treatment. He favoured conservative drainage through the untraumatized dura. In exploring for the abscess with the needle he was in the habit of drawing off the pus into a serum syringe and he had drawn off as much as 21 oz. There seemed to be no ill-effects. He did not think the catheter acted as a drain-pipe but that it served for drainage at its circumference.
Mr. GRAHAM BROWN (in reply) said he was only called in late after the operation, when secondary symptoms of intracranial pressure had arisen. Further drainage was carried out by the surgeon (Mr. Galloway) using a needle A in. in diameter, introducing through the cannula a fine Carrel tube. Into the brain cavity was injected a small quantity of eusol, four-hourly, until there was healing. The question was whether operation should not be carried out through an aseptic area, rather than through a contaminated tract. How could one avoid a spread of meningitis by operating ? If one could go through the tract without breaking down the adhesions, there should be a reasonable chance of curing the abscess, but if one could not see the exact tract, there was the danger of a breaking down of these adhesions and hence meningitis, which was invariably fatal. Therefore why not go through an aseptic area and deal with the focus later ? Many more cures might be brought about in this way. Mr. Galloway turned down a large osteoplastic flap over the temporal area, then incised the dura, and evacuated the abscess by means of a large exploring needle. He then removed a piece of bone from the lower margin of the bone-flap and brought the cannula of the exploring needle to the surface through the corresponding scalp area.
Mr. SYDNEY SCOTT said that in the ordinary case of otitic brain abscess, diagnosable before operation, it was preferable to follow the path of infection, to explore and drain the abscess. Lives had, however, been saved by operating directly on the brain without previously opening the primary seat of infection. Where, for certain reasons, the path of infection was not followed, and the brain was exposed by radiate incision of the dura mater, when pressure was high, the brain would bulge through the opening, and drainage could be effected without affecting the space between dura mater and arachnoid. He was afraid of the small incision in the dura mater, for no puis might be seen and yet an abscess might leak into the dural-arachnoid space. Ballance had described experiments to show that large exposure of dura mater did not produce decompression of the contents unless the dura mater also was incised.
Mr. GRAHAM BROWN, answering Mr. Scott, said Mr. Galloway did see a bulging of brain, so that he must have opened the dura mater sufficiently to realize that there was an abscess.
Mr. J. S. FRASER said the risk of infection and production of meningitis could be avoided to some extent by the Le Maitre method. He had recently had a case of temporal lobe abscess in which the bone of the tegmen was greenish-grey. On remnoving it there was a collection of pus between the roof of the antrum and the dura. He put in a Gushing pusseeker and evacuated two tablespoonfuls from an abscess. No more pus had since come away. As there had since been progressive improvement he was leaving the case alone.' November 4, 1930: Condition on admission to St. Mary's Hospital. The noises were affecting the patient's mentality, he was sleeping very little and there was a suggestion of suicidal tendency. The tinnitus was of the nature of church bells, twittering birds and, occasionally, human voices. There was a foul discharge from the right ear, which was completely deaf. Diabetes mellitus was severe, the urine containing 4% and the blood 0 * 56% of sugar, and 40 units of insulin daily were required to control it. Vertigo and nvstagmus were both absent. November 15, 1930: On the suggestion of Dr. Wilfred Harris, the eighth nerve was divided intracranially. Local anaesthesia was used and the nerve exposed through the posterior fossa with backward retraction of the cerebellum. There were some meningeal adhesions, possibly the result of the previous operation. The auditory and facial nerves were separated and the former divided. Convalescence was only complicated by the diabetes, which for a short time became difficult to control, but the patient was able to sit up on the fifth day.
Intracranial Division of Auditory
As a result of the operation the tinnitus is almost completely abolished, the patient sleeps well and his mental condition is much improved. Complete recovery took place and the patient served in the R.F.A. during the whole of the European war.
n When formerly tested, rotation to both sides was followed by nystagmus, but no past-pointing, falling or giddiness. Caloric test (cold air) to test the right horizontal canal, produced no nystagmus after 1* minutes, no giddiness or pastpointing. When applied to test the left horizontal canal, there was slight nystagmus in 28 seconds, no past-pointing but slight tendency to fall to left. With the galvanic test to each side there was nystagmus.
